The RSM is currently collaborating with 'Scope/The Spastics Society' in the coordination of a series of meetings run in the tradition pioneered by Ronny Mac Keith. Mac Keith (after whom the Mac Keith Press, the medical publisher initiated by 'Scope') was a great innovator and educator in models of service for children with all kinds of disabilities. In Mac Keith Meetings a small group of clinicians and clinical scientists assemble in a residential setting to deliberate on some theme relevant to child health, utilizing both prepared abstracts and summary discussant's notes.
Many different types of behavioural problems occur in disabled children, and almost as many explanations are advanced regarding their causes. The latter include: the direct effects of disability upon the child; the severity of disability; the type of disability, and in this connection there is still much to learn about the extent to which different types of disability produce different behaviours; the occurrence of depressive reactions in affected children, which are probably under-recognized; family and parental factors (Professor I Kolvin, Royal Free Hospital, London, England). 'The forester, the carver and the carpenter all see a different piece of wood, but it is the same tree' (Professor D Taylor, Institute of Child Health, UK). Current studies of parental reactions include the exploration of shame (Professor M Lewis, Robert Wood Johnson Medical School, New Jersey, USA). In handicapped children, the shame associatedwith being different is felt both by the child and the family, and parents may convey subconscious feelings of rejection they feel towards the child by their facial expression. This innovative approach may prepare the way for treatment aimed at promoting more healthy acceptance of the handicapped child, through detailed study of subtle changes in facial expression, and their regulation.
DIFFERENT POPULATIONS
Other studies consider different populations of disabled children. Work in the Child Development Centre setting has found that behaviour disorder is commonly the child's greatest problem, yet is often overlooked (Dr M Bax, Chelsea & Westminster Hospital, London, England) . The American experience of child psychiatry reveals both interesting similarities and contrasts to such UK studies. Drug abuse in both children and parents is a major issue in work with disturbed handicapped children in the USA: HIV infection is .also rife. On the other hand, the same range of behaviours seen in UK clinics-including sleep problems, hyperactivity, depression, autism and generally disruptive behaviour-are all familiar to the American child psychiatrist (Professor John Pomeroy, State University of New York at Stony Brooke, USA). In all settings, clinicians find that these children rarely have one discrete disorder, but more often have a range of behaviour problems. For example, in a study of chilhood hemiplegia, over half the sample had a psychiatric disorder (Dr R Goodman, Institute of Psychiatry, London, England). In these children, IQ was reported to be the most powerful predictor of the presence of such disorder, the children with lower IQs being more frequently affected. Other important factors identified in the child included younger age, left hemisphere damage, and maternal psychiatric disorder. Autism was largely confined to the mentally handicapped children in this study of hemiplegic children. Interestingly, research on right hemisphere brain function in Asperger syndrome has identified poor non-dominant hemisphere functioning and lso deficient interhemispheric information transfer, suggestmg that these specific deficits may underly the general difficulties in socializing that present in these individuals (Professor Bill Fraser, University of Wales College of Medicine, Wales). School-based studies of children with severe learning difficulties have found a wide range of behaviours, and those children who are more disturbed in general also show the greatest variety of behavioural problems, rather than having one or a few behaviours in extreme form (Professor C Kiernan, Hester Adrian Research Centre, Manchester, England). Aggression presents in children capable of independent movement, while non-mobile children are more prone to injure themselves.
Clearly, in these children we see a host of behavioural problems, which are multifactorial in origin. It is, therefore, im.portan~no.t t? Simply ascribe the behaviour in anyonẽ hl1d as .typical of one major factor. There is currently mterest m the behavioural phenotypes of certain major handicapping syndromes, for example tuberous sclerosis. The insights revealed by this line of enquiry are proving to be of enormous benefit, but there is danger in giving too much emphasis to one influence in this manner, for by doing o we may be implying that the behaviour is not open to mtervention. One issue is the 'communicative role' of these behaviours in handicapped children, especially those who are unable to communicate in other ways (Mr Malcolm Jones, Beech Tree School, Preston, England).
METHODS OF ASSESSMENT
The various methodologies for the assessment and measurement of these behaviours are quite contrasting in their 57P theoretical derivation and method, but are often complementary in the insights they yield. Conventional psychiatric diagnostic tools are of limited use in the children in question.
Among the new instruments being developed is the Schedule for Assessment of Psychiatric Problems in Individuals with
Autism and Communication Disorders (Dr P F Bolton, University of Cambridge, England). This structured interview can be used with informants to derive either a lifetime psychiatric diagnosis, or to give a profile of behaviour over a defined time period. New innovations in computer technology are being applied to measurement of educational and learning tasks including reading, writing and drawing, in addition to assessment of behavioural and psychiatric In the face of such a wide variety of assessment and measurement approaches, protocols which bring together varying methodologies such as 'multi modal assessment' (Dr T Fundudis, The Fleming Nuffield Unit, Newcastle-upon-Tyne, England) are welcome, and pave the way for the rational use of multimodal therapy.
Many of the refined techniques under discussion are still at an experimental stage and only available in a few centres. It has therefore been suggested that 'core protocols' outlining the assessment and measurement options which should be more generally available in the routine diagnostic assessment of disabled children with behavioural problems should now be prepared.
A variety of treatment options is open to clinicians dealing with behaviour problems in disabled children. There have been recent shifts in emphasis in the use of behavioural therapy. The previously Widely-employed rigid operational techniques have now been replaced by more pragmatic individually-tailored programmes (Dr P Howlin, 5t
George's Hospital Medical School, London, England). Contemporary behavioural thinking now gives greater consideration to the presence of biological and genetic factors than was previously the custom, with the resultant emergence of an even more sophisticated approach to behavioural analysis. In addition, pharmacology has a role to play. A consensus is emerging for the rational choice of anticonvulsant in the various situations in which behaviour disorder and epilepsy co-exist (Dr M Prendergast, the Children's Hospital, Birmingham, England). At a time when we are seeing rapid expansion of choice of anticonvulsants, this is most timely. The choice of drug is of course crucial, but we must be mindful of the other influences we bring to bear on these children and their families. Not the least of these is the powerful therapeutic relationship between child/ family and clinician, which handled correctly can be so valuable, but if mishandled may have the most serious sideeffects (Dr S W Brown, David Lewis Centre, Cheshire, England). There are also different drug treatment options for three of the main behavioural symptom clusters: attention deficit disorder with hyperactivity; aggression; austism (Dr T Berney, Prudhoe Hospital, Northumberland, England). It is of interest to note that there is now more agreement on this issue, not only within the UK but also internationally. Finally, the application of psychotherapy to families of disabled children has indicated that at certain times in therapy the distress of the disability itself is the main issue: at other times, brOIder consideration of family functioning is more revealing (Dr A McFadyen, Child Psychiatrist, Dundee, Scotland).
